Introduction
The insertion of an intravenous catheter for the measurement of central venous pressure has increasingly become part of the routine investigation and management of the seriously ill patient.
It is being used for the control of emergency blood and fluid replacement in patients with, for example, gastrointestinal haemorrhage or those undergoing major surgery, and for the monitoring of fluid requirements postoperatively. Northfield and Smith (1970) pointed out its value in early detection of repeated "hidden" gastrointestinal bleeding. In the long-term situation a central venous line allows maintained parenteral feeding, and Latimer (1971) Probably the best recognized and most documented complication is that of infection. Varying reports quote different incidences ofinfection, but certainly unless strict aseptic precautions are used at the time of setting up the central venous line, and good care taken of the catheter site during its time in situ, a high proportion of catheter tips will show signs of infection. All catheter tips should be cultured on removal (Wilmore and Dudrick, 1969; Bolasny et al., 1970; Colvin et al., 1972; Darrell and Garrod, 1969) . Henzel and DeWeese (1971) pointed out that the design of some indwelling catheters is such that a portion of the catheter may be accidentally detached as a catheter embolus with dangerous consequences. Thrombus formation and embolization in relation to catheters has been described by Doering et al. (1967) and Wellman et al. (1968) . Unilateral and bilateral pneumothoraces have been reported by English et al. (1969) , Walker and Saunders (1969) , and Amold et al. (1973) after internal jugular and subclavian vein cannulation and venepuncture. Henzel and DeWeese (1971) , Adar and Mozes (1971) , and Thomas et al. (1969) reported perforation of the great veins of the neck and the chambers of the heart during insertion of the catheter. Mahaffey and Witherspoon (1966), Jernigan et al. (1970) , Aulebacher (1970) , and Adar and Mozes (1970) pointed out the dangerous complication of haemothoraces or hydrothoraces developing after insertion of these catheiers.
In all types of catheters awareness of the possible complications is the mainstay of their prevention, and it is for this reason that the above cases have been described. Study of the previous -reports show that in each case there were early warning signs of the developing situation that went unrecognized. Adar and Mozes (1970) noted erratic behaviour of the central venous pressure measurements, while Mahaffey and Witherspoon (1966) reported on a patient who failed to respond initially to thiopentone sodium given via the central venous line, and then to suxamethonium chloride. An hour later she,developed signs of respiratory embarrassment. Repiratory distress was also the presenting sign in the cases described by Jerni et al. (1970) , Aulebacher (1970) , and Arnold et al. (1973) .
The diagnosis and treatment of this condition are worthy of consideration. In common with odter complications a high index of suspicion is possibly the single most important feature (Henzel and DeWeese, 1971) . Any sudden or unexplained deterioration in the general condition of a patient with a central venous pressure line associated with-the neck veins, and in 2S particular any evidence of progressive respiratory embarrassment, must arouse suspicion of hydrothorax or haemothorax. An early danger signal that can easily be overlooked is the failure of the patient to respond to fluids and drugs administered via the catheter (cases 1 and 2). The time factor is not constantdamage to the vein wall may occur some hours or days after insertion of the catheter (cases 3 and 4).
On examination of the patient the physical signs of respiratory distress and fluid in the pleural cavity are obvious. Immediate investigations-depending on the urgency of the situationcommence with a plain chest x-ray film. This may be of value in that not only will the size and situation of the effusion be. seen, but also the site of the catheter. This can be seen only if the catheter is radio-opaque (Doering et al., 1967) , and it appears that unfortunately even now not all types of catheter are radio-opaque. For final proof of the extravascular site of the catheter, injection of a marker dye, if there is immediate access to its drainage channels-for example, a thoracotomy drain or radio-opaque medium (which can be seen on x-ray film)-may be made into the catheter.
It may be of value to know whether the pleural fluid is clear fluid (from the infusion) or blood (from the damaged vein) and to this end immediate tapping of the effusion with a syringe and No. 1 needle can be performed. If clear fluid only is obtained formal chest aspiration may be adequate to relieve the situation, though the possibility of thoracotomy and control of bleeding from the perforation must be borne in mind, and may be deemed to be the preferable initial treatment.
Finally, it cannot be overemphasized that most ofthe complications that arise from the use of central venous pressure catheters are due directly or indirectly to poor technique. Sepsis can be almost eradicated if strict precautions are taken, and the problem of hydrothorax stems from incorrect or unsuccessful attempts at venous catheterization. Blood should always be aspirated freely before a catheter is assumed to be in place-both at the time of insertion and later during use for injection of drugs. The catheter should also be fully stabilized after insertion by taping it firmly to the skin.
Common-sense precautions such as these may prevent a valuable technique from producing a life-threatening disaster.
In recent years much interest has been aroused by reports of virus-induced diabetes in animals. Dia-betes complicating foot-and-mouth disease in cattle was reported in Italy (Barboni and Manocchio, 1962) and Craighead and McLane (1968) gave conclusive evidence that a heart-adapted strain of encephalomyocarditis virus (E.M.C.) causes diabetes in certain strains of mice. Burch et al. (1971) reported islet and acinar cell damage in mice after Coxsackie B4, and B1 virus infections, though blood sugar and insulin levels were not recorded.
We now present data showing the development of diabetes in mice after Coxsackie BR virus inoculation.
Methods
Male CD, mice (Charles River Mouse Farms, England) were 8-9 weeks old at the time of inoculation. They were given free access to food and water at all times.
The Coxsackie B4 virus was a prototype strain propagated in tissue culture fluid and titrated in suckling mice less than 24 houirs old. Each test animal was inoculated intraperitoneally with 02 ml of virus suspension containing 100 LD50. Control animals were inoculated with 0-2 ml of sterile tissue culture maintenance medium.
Blood sugar estimations were made using tail vein blood and using the GOD-Perid method (Boehringer-Mannheim Gm.b.H.).
